The Phenistix test has been used for many years in this country in an attempt to detect early cases of phenylketonuria occurring at random in the community. There has been considerable dissatisfaction with this procedure as many cases of phenylketonuria have been missed. This may have been due either to the difficulty in obtaining a sufficiently wet napkin with which to carry out the test, or to the ease with which this reagent can be rubbed from the test paper on to the napkin and so lost. In addition, it is known that the urine test can be normal when the plasma phenylalanine is between 12 and 16 mg/100 ml. In the United States and in certain parts of Europe the Guthrie test has found favour and it appears to be an extremely satisfactory procedure for the detection of phenylketonuria. This test is based on the counteracting effect of phenylalanine when Bacillus subtilis growth is inhibited by B-2-thienylalanine. However, many people believe that any screening survey that is undertaken within a community should, if possible, cover conditions in addition to phenylketonuria, and it was with these points in mind that the Mental Retardation Unit at the Royal Manchester Children's Hospital decided to initiate a pilot scheme to detect aminoacidaemias in Salford and Lancashire Division 15, two areas which abut on the hospital. The objects of the survey were to determine whether or not the chosen screening method was administratively feasible and technically reliable. A chromatographic technique was employed as the unit has had considerable experience in this field, and it was decided to use blood since this would be easier to collect than urine. For this reason the filter paper technique devised by Berry et al. (1958) and developed by Woolf (1963) was excluded and it was agreed to use the technique by Scriver et al. (1964) in which plasma is subjected to one-way chromatography. It was not considered advisable to take blood whilst the babies were in the maternity hospital, because only 60 % of all deliveries in the areas are carried out in hospital and because there is increasing incidence of early discharge from the maternity units. In addition, it was agreed that it would not be possible to collect blood on more than one occasion and because of this the local health authorities were approached and asked whether the health visitors could collect the specimens of blood on their first visit after the return of the mother and child from hospital, or on taking over from the midwife who had delivered the mother in her own home. This would normally be during the second or third week of life (Fig 1) .
Several meetings were arranged with the Medical Officers of Health for the two areas and their senior health visitors and, having decided upon a general approach, talks and demonstrations were given to the health visitors of both areas on several occasions before the scheme was started. In addition publicity was obtained through the local press, radio and television and a letter was drafted to be handed to all mothers when they attended the antenatal clinic in the latter months of pregnancy and also when the health visitor called at the home for the first time. This letter explained briefly the reason for, and the nature of, the test and asked the mother to sign her (Fig 2) , being in the region of 18 mg/100 ml, but when the child was brought into hospital three days after the test was carried out, the level had already dropped to 4 mg/100 ml and subsequent progress was normal. The screening test has been used for three children in whom a diagnosis of phenylketonuria was suspected, and in each instance the diagnosis was supported by the chromatogram.
It has been shown that this technique can be carried out satisfactorily, given the assistance of an interested and co-operative local authority, which it has been our good fortune to receive during the past eighteen months. It It is now twenty-two years since resection for coarctation of the aorta was first shown to be feasible (Crafoord & Nylin 1945) and it seemed to me important to assess the results of this treatment a good many years after operation in order to determine whether the early reduction in blood pressure was maintained and to see if any late sequelk developed.
With this in mind I carried out a review of 16 patients operated on by me between eight and twenty (average twelve) years ago. The ages at operation ranged from 10 months to 26 years, average 11-5 years. Of the 16 patients one had died, and since this was the only death in my series some details will be given. The patient, a boy aged 8 had a coarctation with patent ductus arteriosus resected. His blood pressure one month after operation was 110/65, against 175/80 before operation. Unfortunately, no further recordings were made, but he was seen two years after operation and was perfectly well and active. One year later he died of a cerebral hemorrhage from the rupture of a small aneurysm. The aortic anastomosis was found to be patent and adequate, and one can only say that he died in spite of this.
That the prognosis in patients with cerebral aneurysms can be improved by resection of the coarctation is shown by the case of a young woman, aged 21, who developed aphasia, paresis of the right arm, and papilloedema. She was later shown by radiography to have a basilar aneurysm which presumably had bled. Her blood pressure was 200/110 and the usual signs of an aortic coarctation were found. This was resected, and eleven years later she was normal in every way, with a blood pressure of 150/75 and a child 5 years old.
One other case is worthy of special mention, a girl aged 12 who was very ill from relapsing septicxmia. At operation a coarctation was excised along with a saccular aneurysm containing infected vegetations and situated immediately distal to the coarctation. A freeze-dried aortic homograft was inserted and now, fourtezn years later, she is normal in every way, with a blood pressure of 130/70; she is married and has an uneventful pregnancy successfully behind her.
Of the 15 patients seen one was abnormal. He was a baby of 10 months when the operation was carried out as a life-saving procedure because of attacks of dyspnoea, an enlarging heart, and a blood pressure of 180/120. Twelve years later he was found to be very retarded in both physical and mental development, but his blood pressure was 125/85 and there was no apparent cardiac abnormality. The remaining patients were all found to be healthy and active people of normal development. None showed any clinical abnormality and there was no evidence of late sequelk such as aneurysm or endarteritis. The oldest, a man of 26 at the time of his operation and now aged 46, is perfectly fit and working as a painter. His blood pressure is 135/85. In one case the diastolic pressure before operation was 70 and it is now 75 mmHg sixteen years later; in another in twelve years the systolic pressure had gone up from 140 to 150 mmHg and the diastolic from 90 to 95 mmHg. These apart, the substantial fall in blood pressure has been maintained, the average systolic pressure now being 26 mmHg and the diastolic 24 mmHg less than before operation. Eight patients had diastolic pressures of over 100 (average 111) mmHg before operation and the average for these is now 82, a reduction of 29. The patients had not been resting and some were obviously excited when the readings were made. A period of rest might well have produced lower blood pressure figures.
Discussion
This survey has shown that the blood pressure, both systolic and diastolic, remains substantially lowered many years after resection of a coarctation of the aorta. If the diastolic pressure, in particular, is a good index of the sustained strain on the heart and the arterial tree there is no doubt that the strain remains greatly reduced and the
